Editorial Note: Pneumocystis pneumonia in the United States is almost exclusively limited to severely immunosuppressed patients (1 ) . The occurrence of pneumocystosis in these 5 previously healthy individuals without a clinically apparent underlying immunodeficiency is unusual. The fact that these patients were all homosexuals suggests an association between some aspect of a homosexual lifestyle or disease acquired through sexual contact and Pneumocystis pneumonia in this population. All 5 patients described in this report had laboratory-confirmed CMV disease or virus shedding within 5 months of the diagnosis of Pneumocystis pneumonia. CMV infection has been shown to induce transient abnormalities of in vitro cellular-immune function in otherwise healthy human hosts (2, 3 ) . Although all 3 patients tested had abnormal cellular-immune function, no definitive conclusion regarding the role of CMV infection in these 5 cases can be reached because of the lack of published data on cellular-immune function in healthy homosexual males with and without CMV antibody. In 1 report, 7 (3.6%) of 194 patients with pneumocystosis also had CMV infection; 40 (21%) of the same group had at least 1 other major concurrent infection (1 ) . A high prevalence of CMV infections among homosexual males was recently reported: 179 (94%) of 190 males reported to be exclusively homosexual had serum antibody to CMV, and 14 (7.4%) had CMV viruria; rates for 101 controls of similar age who were reported to be exclusively heterosexual were 54% for seropositivity and zero for viruria (4 ) . In another study of 64 males, 4 (6.3%) had positive tests for CMV in semen, but none had CMV recovered from urine. Two of the 4 reported recent homosexual contacts. These findings suggest not only that virus shedding may be more readily detected in seminal fluid than in urine, but also that seminal fluid may be an important vehicle of CMV transmission (5 ) .
All the above observations suggest the possibility of a cellular-immune dysfunction related to a common exposure that predisposes individuals to opportunistic infections such as pneumocystosis and candidiasis. Although the role of CMV infection in the pathogenesis of pneumocystosis remains unknown, the possibility of P. carinii infection must be carefully considered in a differential diagnosis for previously healthy homosexual males with dyspnea and pneumonia.
Editorial Note-1996: The June 4, 1981, report of five cases of Pneumocystis carinii pneumonia (PCP) in homosexual men in Los Angeles was the first published report about acquired immunodeficiency syndrome (AIDS). This report in MMWR alerted the medical and public health communities 4 months before the first peer-reviewed article was published (1 ) .
The timeliness of this report can be credited to the public health sensitivity of the astute reporting physicians and the diligence of CDC staff. Dr. Gottlieb and his colleagues at the University of California at Los Angeles School of Medicine and CedarsMt. Sinai Hospital worked closely with the CDC Epidemic Intelligence Service Officer assigned to the Los Angeles Department of Health Services to summarize the data and draft this brief report. When news of these cases reached CDC, scientists in the Parasitic Diseases Division of CDC's Center for Infectious Diseases already were concerned about other unusual cases of PCP. That division housed the Parasitic Diseases Drug Service and requests for pentamidine isethionate to treat PCP in other similar patients in New York had been called to the attention of these scientists by the CDC employee who administered the distribution of this drug (which was not yet licensed and was available in the United States only from CDC).
In July 1981, following the report of these cases of PCP and cases of other rare life-threatening opportunistic infections and cancers (2 ) , CDC formed a Task Force on Kaposi's Sarcoma and Opportunistic Infections. A key first task facing CDC was to develop a case definition for this condition and to conduct surveillance. The CDC case definition was adopted quickly worldwide. Results from active surveillance conducted in the United States rapidly established that the syndrome was new, and the number of cases was increasing rapidly (3 ) . By the end of 1982, the distribution pattern of cases strongly suggested that AIDS was caused by an agent transmitted through sexual contact between men (4, 5 ) and between men and women (6, 7 ) and transmitted through blood among injecting-drug users and among recipients of blood or blood products (8) (9) (10) . Cases also were identified among infants born to women with AIDS or at risk for AIDS (11 ) , and the epidemic extended beyond the life-threatening reported cases to include persistent unexplained lymphadenopathy (12 ) .
To prevent transmission of AIDS, in 1983 the Public Health Service used epidemiologic information about the condition to recommend that sexual contact be avoided with persons known or suspected to have AIDS and that persons at increased risk for AIDS refrain from donating plasma or blood (10, 13 ) . In addition, work was intensified toward developing safer blood products for persons with hemophilia. These recommendations were developed and published only 21 months after the first cases were reported and well before the first published reports identifying what is now termed HIV as the etiologic agent of AIDS (14, 15 ) . Isolation of HIV enabled development of assays to diagnose infections; characterization of the natural history of HIV; further protection of the blood supply; development of specific antiviral therapies; and expansion of surveillance criteria to include other conditions indicative of severe HIV disease. Research and prevention programs for HIV have contributed greatly to scientific and programmatic approaches to other public health problems.
During 1981-1996, approximately 350 reports related to AIDS were published in MMWR, an average of two per month since June 1981. Throughout the HIV epidemic, timely publication of reports about AIDS and related topics in MMWR have continued to play a crucial role in alerting health professionals and the public.
In 1996, HIV transmission occurs worldwide and has an impact in all countries (16 ) . In the United States, prevention efforts have been successful at reducing HIV transmission. For example, blood-donor deferral and blood screening have virtually eliminated HIV transmission through blood and blood products, and adoption of less risky behaviors has greatly reduced sexual transmission between men; most recently, therapeutic advances have reduced transmission from mother to newborn (17 ) . However, in the United States, AIDS has been diagnosed in 548,000 persons, and 343,000 have died. HIV infection has become the leading cause of death for persons aged 25-44 years, and an estimated 650,000-950,000 persons are living with HIV infection. Throughout the world, HIV continues to spread rapidly, especially in impoverished populations in Africa, Asia, and South and Central America. The emergence of the HIV pandemic demonstrates the vulnerability of the world's populations to previously unknown infectious diseases.
The first 15 years in the recorded history of AIDS have included remarkable scientific successes and countless examples of individual courage and accomplishment. Although these accomplishments provide hope for the future, further efforts are needed to halt the steady spread of HIV throughout the world.
HIV Testing Among Women Aged 18-44 YearsUnited States, 1991 and 1993
HIV Testing Among Women -Continued Human immunodeficiency virus (HIV) infection is a major cause of morbidity and mortality among women and children in the United States. In 1995, of the 73,380 acquired immunodeficiency syndrome (AIDS) cases reported, women accounted for 13,764 (19%) (1 ) . HIV infection is the third leading cause of death among all U.S. women aged 25-44 years and the leading cause of death among black women in this age group (2 ) . Moreover, an estimated 7000 infants are born to HIV-infected women in the United States each year (3 ); without intervention, approximately 15%-30% of these infants would be infected (4 ) . HIV counseling and testing services are important for women to reduce their risk for becoming infected or, if already infected, to initiate early treatment and prevent HIV transmission to others, including their infants. This report summarizes findings about HIV-testing practices for women aged 18-44 years based on data obtained from CDC's 1991 and 1993 AIDS Knowledge and Attitudes Supplements to the National Health Interview Survey (NHIS-AIDS), which indicate that approximately one third of women aged 18-44 years have been tested for HIV.
The NHIS is an annual national probability sample of the civilian household population of the United States. Data about HIV testing have been collected annually as part of the NHIS-AIDS Supplement since 1987. Information about a broad range of issues related to HIV infection and AIDS was collected through personal interview with one randomly selected adult (aged ≥18 years) per household. Response rates for the 1991 and 1993 NHIS-AIDS were 86% and 80%, respectively. Information about voluntary HIV-testing practices was analyzed for women aged 18-44 years who responded to the survey; women who had HIV tests at the time of blood donation were excluded. Because interviews for the 1993 NHIS-AIDS were conducted only for 6 months, the number of responses from women in this age group is smaller (n=6267) than in 1991 (n=13,411). All data were analyzed using SUDAAN and weighted to produce national estimates.
Although the 1993 NHIS-AIDS provides the most recent national data available about HIV testing,* information about current or past pregnancies was collected only during 1991. However, because the number of pregnant women responding to the 1991 survey was too small for meaningful estimates of HIV testing, 1991 data were analyzed for the 30% of women (n=3996) who reported having had a live-born infant during the preceding 5 years.
Trends
In 1991, 18.8% of women aged 18-44 years reported having been tested for HIV antibody ( Table 1 ). The proportion of black (25.7%) and Hispanic (27.5%) women who reported having been tested was substantially greater than that for white women (16.2%). † In addition, women with <12 years of education were more likely to report having ever been tested for HIV (25.1%) compared with high school graduates (17.2%) or those who had completed college (18.9%). A greater percentage of women living in poverty § reported having been tested for HIV (25.9%) compared with those at or above the poverty level (17.5%). Women who had been previously married were more likely to report having been tested (24.0%) than were those who were currently (18.4%) or never (17.4%) married. Nearly 40% of women who perceived a high or medium risk for becoming or being HIV-infected and 33.1% of those who reported any HIV risk behavior had been tested. ¶ Compared with women residing in non-metropolitan statistical areas (MSAs), women residing in central cities of MSAs were more likely to have been tested (18.1% and 20.5%, respectively); regionally, the highest rates of testing were for women residing in the South (20.6%) and West (22.2%).
From 1991 to 1993, the proportion of women aged 18-44 years who had ever been tested for HIV increased 60% (from 18.8% to 31.8%) ( (36.9%) compared with high school graduates (31.5%) or those with college education (30.4%). In addition, more women living in poverty reported having been tested for HIV (40.2%) than did women living at or above the poverty level (30.3%). HIV-testing trends among women aged 18-44 years were similar to those in 1991 with respect to marital status, risk perception, and region of residence; however, the proportions of women tested in all three groups increased during 1991-1993 (Table 1) . During 1991 During -1993 , the proportion of women tested who had higher perceived risk for HIV did not increase; however, the proportion tested with low or no perceived risk nearly doubled.
Women Who Had a Live-Born Infant During the Preceding 5 Years
In 1991, a higher proportion of women who reported having had a live-born infant during the preceding 5 years had been tested for HIV (25.7%) compared with all women aged 18-44 years (18.8%) ( Table 1 ). Among women who reported a high or medium risk for becoming or being infected, percentages were similar for those who had had a live-born infant during the preceding 5 years (41.0%) and all women (39.6%). Among women who reported having had a live-born infant during the preceding 5 years, testing rates were highest among Hispanics (35.0%) and blacks (33.4%), women with <12 years of education (34.0%), and those living in poverty (36.2%). Approximately twice as many never-married women who reported having had a live-born infant during the preceding 5 years had been tested for HIV (32.5%), compared with all never-married women in this age group (17.4%).
Reported by: Div of Health Interview Statistics, National Center for Health Statistics, CDC.
Editorial Note: The findings in this report indicate that the proportion of women aged 18-44 years in the United States who reported being tested for HIV infection increased in the early 1990s. This trend may reflect increased knowledge and awareness about HIV and AIDS among women. However, the data in this report probably underestimate current rates of HIV testing in pregnant women because they do not reflect recent changes in testing practices and because testing among women who had a live-born infant during the preceding 5 years is not a good proxy for recent pregnancy. During the period of the surveys, prenatal HIV testing was targeted toward women known to be at increased risk for HIV infection (5 ). Since then, studies have indicated that such testing strategies failed to identify and offer services to many HIV-infected women (6, 7 ) . In 1995, based on these findings and advances in prevention and treatment for HIV infection, including zidovudine therapy to reduce perinatal HIV transmission, the Public Health Service issued recommendations for universal HIV counseling and voluntary testing for pregnant women (4 ).
The higher rates of testing among poor, less educated minority women may reflect trends in related factors, such as the use of sexually transmitted disease and familyplanning clinics as a primary source of health care. In the survey, clinics were a primary site of HIV testing for lower-income minority women. The higher rates of testing among black and Hispanic women also reflect trends in the incidence of AIDS cases in the United States. In particular, the incidence of AIDS among women and minorities has not declined as it has among white males (8 ) . Poor access to medical care, high rates of sexually transmitted diseases, and other sociodemographic characteristics continue to be associated with increased risk for infection among minority women. Reducing the risk for HIV infection and AIDS will require culturally appropriate HIV-prevention interventions that address the particular concerns of black and Hispanic women (9, 10 ) .
Congress recently passed legislation stating that HIV counseling and voluntary testing should be the standard of care for all pregnant women in the United States**. Surveys such as the NHIS-AIDS and other studies will provide important data to help public health and other health-care professionals evaluate the extent of implementation of this prevention measure and its impact on reducing HIV-related morbidity and mortality among women and children.
HIV Testing Among Women -Continued

Outbreaks of Salmonella Serotype Enteritidis Infection Associated with Consumption of Raw Shell EggsUnited States, 1994-1995
Salmonella serotype Enteritidis (SE) accounts for an increasing proportion of all Salmonella serotypes reported to CDC's National Salmonella Surveillance System. During 1976-1994, the proportion of reported Salmonella isolates that were SE increased from 5% to 26% (Figure 1 ). During 1985-1995, state and territorial health departments reported 582 SE outbreaks, which accounted for 24,058 cases of illness, 2290 hospitalizations, and 70 deaths. This report describes four SE outbreaks during 1994-1995 associated with consumption of raw shell eggs (i.e., unpasteurized eggs) and underscores that outbreaks of egg-associated SE infections remain a public health problem. In August 1994, a total of 56 persons who ate at a Washington, D.C., hotel had onset of diarrhea; 20 persons were hospitalized. Salmonella group D was isolated from stools of the 29 patrons who submitted specimens; 27 of the 29 isolates further typed were identified as SE.
An investigation by the District of Columbia Commission of Public Health (DCCPH) involved 41 ill patrons and 23 well patrons who had eaten brunch at the hotel on August 28. A case was defined as onset of diarrheal illness in a person who ate brunch at the hotel on August 28. All 39 patrons who had eaten hollandaise sauce became ill, compared with two (8%) of 25 persons who had not eaten the sauce (odds ratio [OR]=undefined; lower 95% confidence limit=52; p=<0.01).
Cultures of the sauce served on August 28 yielded SE. Of the 11 isolates tested (10 obtained from ill persons and one from the sauce), all were phage type 8. Cultures of pooled whole raw shell eggs, egg whites, and raw shell eggs from the same shipment as the implicated eggs did not yield Salmonella.
The hollandaise sauce was prepared on August 28 by hand-cracking and pooling the egg yolks from 36 extra-large grade A raw shell eggs. Lemon juice, melted butter, salt, and pepper were added to the egg yolk mixture while heating over a hot water bath. After preparation, the sauce was held in a hot water bath at an estimated temperature of 100 F-120 F (38 C-49 C) for 9 hours while being served.
Traceback of the implicated eggs by DCCPH, the Maryland Veterinary Service, and the U.S. Department of Agriculture's (USDA's) Animal and Plant Health Inspection Service (APHIS) identified two flocks in Pennsylvania as possible sources for the eggs.
Indiana
In June 1995, approximately 70 residents and staff of a nursing home in Indiana had onset of diarrhea and abdominal cramps. Stool cultures from symptomatic resi- An investigation by the Indiana State Department of Health and the Vanderburgh County Health Department involved seven of the initial 18 case-patients and 13 well residents. A case was defined as diarrheal illness in a nursing home resident with onset on June 9. Six (86%) of the seven patients had eaten baked eggs for breakfast on June 7, compared with three (23%) of 13 well persons (OR=16.5; 95% CI=1.3-1009; p=0.02).
The baked eggs were prepared by hand-cracking and pooling 180 medium grade A raw shell eggs, mixing the eggs with a hand whisk, and baking them in a single 8-inch deep pan at 400 F (204 C) for 45 minutes-1 hour. The eggs were then placed on a steam table where an internal temperature was obtained and reported in a chart log. Although recorded internal temperatures of eggs prepared during June ranged from 180 F-200 F (82 C-93 C), inadequate cooking may have contributed to the outbreak because the eggs were not stirred while being baked, and the internal temperature was obtained from only one place in the pan. The eggs were served within 30 minutes after cooking.
At the time of the investigation, none of the prepared eggs or raw shell eggs from the same shipment were available for testing. APHIS traced the implicated eggs to a distributor who received eggs from at least 35 different flocks.
Greenport, New York
On June 24, 1995, a total of 76 persons attended a catered wedding reception. Following the reception, attendees contacted the local health department to report onset of a gastrointestinal illness. Salmonella group D was isolated from stools of the 13 persons who submitted specimens; 11 of the 13 isolates further typed were identified as SE.
An investigation by the Suffolk County Health Department involved the 28 ill attendees and the 12 well attendees that were contacted. A case was defined as onset of diarrheal illness in an attendee of the reception. Twenty-six (93%) of 28 persons who had eaten Caesar salad became ill, compared with two (17%) of 12 persons who had not eaten the salad, (OR=52; 95% CI=6.2-849; p=<0.01).
The Caesar salad dressing was prepared with 18 raw shell eggs, olive oil, lemon juice, anchovies, Romano cheese, and Worcestershire sauce at 11:30 a.m. on June 24. The mixture was held unrefrigerated at the catering establishment for 2 hours, then placed in an unrefrigerated van until delivered and served at the reception at 6 p.m.
A traceback by the New York State Department of Agriculture and Markets (NYSDAM) identified the source of the eggs as a producer/distributor in Pennsylvania who received and commingled eggs from at least five flocks.
New York City
On July 23, 1995, three persons who lived in the same household drank a homemade beverage known as "Jamaican malt" and had onset of diarrhea, vomiting, and abdominal cramps; two were hospitalized. The mean period from consumption to onset of illness was 7.6 hours (range: 5.5-10.5 hours). Stool cultures from all three persons yielded SE.
The beverage was prepared at home the evening of July 22 by mixing beer, refrigerated raw shell eggs, sweetened condensed milk, oatmeal, and ice. Two patients drank the beverage immediately after preparation, and the third drank it 5 hours later. The beverage had been refrigerated after preparation.
Cultures of the leftover beverage, raw eggs from the same carton used to prepare the drink, and leftover egg shells from the eggs used to prepare the drink all yielded SE. Isolates from the one patient tested and all three food samples were phage type 13A.
Traceback of the implicated eggs by NYSDAM identified a single flock in Pennsylvania. At the recommendation of the Pennsylvania Department of Health, eggs from the implicated flock were diverted to a pasteurization plant. 
Editorial Note: During 1976-1994, rates of isolation of SE increased in the United
States from 0.5 to 3.9 per 100,000 population ( Figure 2) . Two important factors probably contributed to the increase in 1994: 1) the effect of an outbreak of SE infections associated with a nationally distributed ice cream product (1 ) and 2) the expansion of the SE epidemic into California. During 1990-1994, the SE isolation rate for the Northeast region decreased from 8.9 to 7.0 per 100,000 population; the rate increased ap- (Figure 2 ). This increase was primarily associated with reports from California, where the percentage of Salmonella isolates that were SE increased from 11% in 1990 to 38% in 1994. In 1994, 24% of all SE isolates in the United States were from California. In the United States, both sporadic and outbreak-associated cases of SE infection frequently have been associated with consumption of raw or undercooked shell eggs (2-4 ) .
The findings in this report illustrate that outbreaks of egg-associated SE infections remain a public health problem in commercial food-service establishments, institutional facilities, and private homes throughout the United States. However, the risk for SE infection in humans can be reduced through public health prevention efforts (see box) (5 ) .
In 1994, no reported deaths resulted from SE outbreaks in the United States; however, in 1995, five deaths were associated with SE outbreaks, including the three in Indiana described in this report. One possible explanation for the lack of deaths in 1994 is that no nursing home outbreaks were reported that year; four of the five reported deaths in 1995 occurred among nursing home residents. During 1985-1991, a total of 59 SE outbreaks occurred in hospitals or nursing homes, accounting for only 12% of all outbreak-associated cases but 90% of all deaths. The case-fatality rate in these institutions was 70 times higher than in outbreaks in other settings (4 ) . This underscores the importance of using pasteurized egg products for all recipes requiring pooled, raw, or undercooked shell eggs for the institutionalized elderly and other high-risk populations.
In 1990, USDA initiated a mandatory program to test for SE in breeder flocks that produce egg-laying chickens. In addition, USDA traced the eggs implicated in human foodborne SE outbreaks back to the farm of origin and, when feasible, conducted serologic and microbiologic assessments of the farm. If SE was detected at the source farm, the eggs were diverted to pasteurization. Funding for this program was discontinued effective October 1, 1995. As a result, these efforts are conducted by the Food
Salmonella -Continued
Recommendations for Preventing Salmonella Serotype Enteritidis Infections Associated with Eggs
• Consumption of raw or undercooked eggs should be avoided, especially by immunocompromised or other debilitated persons.
• In hospitals, nursing homes, and commercial kitchens, pooled eggs or raw or undercooked eggs should be substituted with pasteurized egg products.
• Eggs should be cooked at ≥145 F (≥63 C) for ≥15 seconds (until the white is completely set and the yolk begins to thicken) and eaten promptly after cooking.
• Hands, cooking utensils, and food-preparation surfaces should be washed with soap and water after contact with raw eggs.
• Eggs should be purchased refrigerated and stored refrigerated at ≤41 F (≤5 C) at all times.
• Flock-based egg-quality-assurance programs that meet national standards and include microbiologic testing should be adopted by industry nationwide.
Vol. 45 / No. 34 MMWR
and Drug Administration, which has regulatory authority for shell eggs in interstate commerce. Further control of SE will require limiting the spread of SE on farms. In 1992, USDA, in collaboration with the industry, academia, and the Pennsylvania Department of Agriculture (PDA), initiated a flock-based intervention program, the Pennsylvania Pilot Project (6 ) , which evolved in 1994 into the current Pennsylvania Egg Quality Assurance Program (PEQAP). USDA provided oversight for PEQAP until June 30, 1996, when the program was transferred to PDA and the industry. This prevention program uses many of the on-farm microbiologic testing and control procedures developed in the pilot project to reduce SE contamination of eggs. The decrease in SE infections in the Northeast may reflect the collaborative prevention efforts in that region; similar efforts may be necessary to control the problem elsewhere in the country.
Notice to Readers
Final 1995 Reports of Notifiable Diseases
Notice to Readers -Continued The notifiable diseases tables on pages 749-754 summarize final data for 1995. These data, final as of July 26, 1996, will be published in more detail in the MMWR Summary of Notifiable Diseases, United States, 1995 (1 ) . Data in this summary were derived primarily from reports transmitted to CDC through the National Electronic Telecommunications System for Surveillance (NETSS). There were no reported cases of anthrax, diphtheria, and yellow fever in the United States during 1995; thus, these three nationally notifiable diseases do not appear in these tables.
Population estimates for the states are from the July 1, 1995, estimates by the U.S. Bureau of the Census, Population Division, Population Branch, press release CB96-10. Population estimates for territories are from the 1990 census, U.S. Bureau of the Census, press releases CB91-142, 242, 243, 263, and 276. 35  104  2  105  162  29  428  276  -46  18  Alaska  63  --2  12  -2  ----Hawaii  3  2  -20  6  3  18  38  -3  5 Guam -- 
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